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Abstract
Purpose of Review The COVID-19 pandemic has impacted lives globally, posing unique challenges to mental health services 
exposing vulnerability and limitations within these systems. During the course of the pandemic, telecommunications technologies 
(e-mental health care) have served a critical role in psychiatric care. It is important to understand current lessons learned in e-mental 
health care and implications for global mental health systems for both emerging from the pandemic and after the pandemic has ended.
Recent Findings There are significant regulatory, policy, and evaluation challenges for global e-mental health impacting 
patients, clinicians, health systems, and decision-makers. These include complex regulatory issues, difficulties of providing 
care across boundaries, and keeping pace with the implementation of new technologies in behavioral health.
Summary The collaborative development of global standards along with policies, appropriate regulations, and developing 
new models of research and development opens the possibility of improved access to care across national boundaries.

Keywords Digital psychiatry · Emergency response · COVID-19 · e-Mental health · Telepsychiatry · International health

Introduction

Impact of COVID‑19 on Mental Health (Care)

The COVID-19 pandemic has impacted lives globally, pos-
ing unique challenges to mental health services around the 

globe exposing vulnerability and limitations within these 
systems. Over a year later, we can conclude that neither gov-
ernments, healthcare systems, nor healthcare professionals 
were prepared for such a scenario. Globally, patients with 
pre-existing psychiatric disorders experience an exacerba-
tion of psychiatric symptoms triggered by social distancing, 
isolation, and the loss or fear of losing their jobs [1]. They 
become more anxious, angry, stressed, agitated, and with-
drawn during the pandemic outbreak or in quarantine [2]. 
The general public was also not affected by the pandemic, 
with lower psychological well-being and higher scores of 
anxiety and depression in the general public [1]. A system-
atic review of data both from scientific and non-scientific 
sources in several languages from 28 countries found numer-
ous reports of deteriorations in symptoms, impacts of lone-
liness and social isolation, and lack of access to services 
and resources [3]. On the other hand, they also observed 
examples of resilience, effective self-management, and peer 
support (ibid). In a study performed among 23 European 
experts in the early phase of the pandemic, it was found 
that some measures implemented by state authorities led to 
elevated stress levels, depression, domestic violence, and 
suicide among the inhabitants of involved countries [4].

Changes in the functioning of mental health services 
were also observed. Healthcare providers postponed sev-
eral routines, elective care, and outpatient services [5, 6]. 
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Face-to-face consultations have been disrupted because of 
hesitation in consulting doctors in a hospital setting. As per 
a WHO survey conducted in 155 countries, the majority 
of countries have reported partial or complete disruption 
of healthcare services for non-COVID diseases [7]. Due 
to the pandemic, only the most affected patients, i.e., sui-
cidal, psychotic, or delirious, access public health facilities 
through emergency wards as the activity of many outpatient 
clinics was discontinued [4]. The pandemic led to a dras-
tic reduction in levels of care in community mental health 
centers and general hospital psychiatric wards [8], including 
treatment refusal by the patients, difficulty complying with 
safety precautions due to psychosis, agitated behavior, and 
problems with staff psychological well-being [9]. Schizo-
phrenia is a prototypical severe mental illness in which the 
insufficiency of the existing medical care system can be 
traced. It is known that patients with schizophrenia are at 
a higher risk of developing respiratory diseases, including 
more severe forms of COVID-19 [10]. Accordingly, people 
with this diagnosis during a pandemic should have received 
more care and attention. Unfortunately, it did not happen—
patients had difficulty getting in touch with a doctor let alone 
accessing better care and prevention [11].

The COVID-19 pandemic has put healthcare profession-
als across the world in an unprecedented situation, having to 
make difficult decisions, e.g., how to allocate scant resources 
to equally needy patients, how to balance their own physical 
and mental healthcare needs with those of patients, how to 
align their desire and duty to patients with those to family and 
friends, and how to provide care for all severely unwell patients 
with constrained or inadequate resources [12]. Accordingly, 
healthcare professionals reported increased depressive symp-
toms, anxiety, mental illness, and poor sleep quality [1]. The 
studies on the impact of the COVID-19 pandemic on men-
tal health are ongoing [13]. A profound understanding of the 
impact of the pandemic could facilitate an optimized gov-
ernmental, social, and individual health preparedness dur-
ing future pandemics and/or natural disasters. It may lead to 
coordinated actions through multi-level guideline development 
with the aim to improve mental health outcomes globally.

During the course of the pandemic, telecommunications 
technologies, telemedicine, have played a critical role in the 
provision of medical care in general and psychiatric care 
specifically as both widespread and sporadic quarantines and 
lockdowns in response to COVID-19 limited access to in-
person care. It has proved to be beneficial, cost-efficient, and 
satisfactory for patients and providers across various disease 
types, unless the need for physical examination becomes 
imperative [14]. For example, the New York-Presbyterian/
Weill Cornell Medical Center reported an increase of 8729% 
in the use of video visits during the COVID-19 period as 
compared with the pre-COVID-19 period [15], and increase 
seen across both individual providers, organizations, and 

systems. In psychiatry, an American Psychiatric Associa-
tion (APA) survey conducted at the beginning of the pan-
demic reported that most psychiatrists (64%) were using no 
telehealth prior to the pandemic with a shift to 85% seeing 
more than 75% of their patients via telehealth in 2 months. 
Numerous reports have been published describing lessons 
learned from psychiatric organizations’ rapid virtualization 
and conversion to telehealth operations emphasizing how 
telehealth was a critical lifeline in maintaining services and 
access to care during the pandemic [16–18]. It is important 
to understand the trends in telecommunications technologies 
leading up to and impacting their widespread use in the pan-
demic, current lessons learned, and implications for global 
mental health systems for both emerging from the pandemic 
and after the pandemic has ended. This information with 
particular attention to impacts on policy issues is critical in 
shaping the future direction of Global Mental Health Care. 
Below, we summarize the trends in mental health telecom-
munications (e-mental health) leading up to and in the initial 
phase of the pandemic and current trends synthesizing the 
policy implications and recommendations for mental health 
providers and organizations.

e‑Mental Health

e-Mental health (eMH) refers to the use of telecommunica-
tion technologies for the treatment or prevention of mental 
health disorders (Mucic D, Hilty DM, 2016). Telepsychiatry 
(i.e., real-time video conferencing) is the longest known and 
best evidence-based eMH application. It has certainly also 
shown its potential during the current pandemic [19, 20].

Mobile health (mHealth) and other technology-based 
services facilitate mental health service delivery and may 
be considered part of an eMH spectrum of care [21]. Vir-
tual reality applications are used in the treatment of PTSD, 
specific phobias, anorexia, autism spectrum disorders, and 
schizophrenia [22, 23]. In 2019, researchers identified 1435 
mobile apps for treating anxiety disorders, depression, schiz-
ophrenia, self-harm, and substance abuse, although the num-
ber is increasing every year [23]. Smartphone-based mobile 
apps have contributed significantly to the development of 
personalized psychiatry.

New technologies associated with artificial intelligence 
(AI) are machine learning (ML) and deep learning in a 
form of convolutional neural networks (CNNs). ML and 
CNNs allow for an earlier and more precise diagnosis of 
the patient, the determination of the risk of deterioration or 
suicidal behavior, and the prediction of the therapeutic effect 
based on the analysis of the earlier effectiveness of drugs in 
patients with similar symptom clusters and the prediction 
of long-term effects such as relapse, side effects, or health 
complications [24–26]. In the future, AI may become a tech-
nology that supports physicians in diagnosis, drug selection, 

86   Page 2 of 9 Current Psychiatry Reports (2021) 23: 86



1 3

and prediction of improvement outcome. The possibilities 
that AI offers, based on the analysis of the collected records, 
are unpredictable and limitless.

In the case of mentally ill individuals, however, the cur-
rent pandemic was a turning point for primarily telepsychia-
try, while various eMH applications followed in addition to 
either personal contact with the professionals, i.e., hybrid 
care models (i.e., in-person and/or technology combina-
tions), or “remote” consultation or as a part of self-directed 
assessment and care. On a spectrum of low to high engage-
ment and technology requirements, participants use web-
site information, support and chat groups, social media, 
resources for self-directed assessment and care, asynchro-
nous patient-clinician communication (i.e., mobile health 
app, text, or e-mail), video, and hybrid care models [27, 
28]. While it is enjoyable and helpful to be spontaneous in 
using technology, it is helpful to consider the source used 
(e.g. Internet, social media, e-consultation, video), the user’s 
goal/aim, liabilities, and approaches to make this meaningful 
and prudent (Table 1). For example, easy-to-use options like 
chat rooms or social media may vary in quality, yet largely 
offer a positive form of support for a patient, spouse, or car-
egiver, yet more meaningful change may require an in-depth 
evaluation and clinical relationship via video.

Shifts in Moving to Care With Asynchronous Technologies

Clinical care in-person, by telepsychiatry, and via asynchro-
nous technologies have significant things in common, but 
there are differences, too [29, 30]. There are paradigm shifts 
happening with technology-based care. One shift is moving 
from structural (e.g., office visit) to functional “in time” clini-
cal care. New research is focusing on how technology affects 
the therapeutic frame, communication, boundaries, and trust 
by applying neuroscience, communication, business, and 
augmented and virtual reality literature to psychiatry [31]. 
Correspondence via technology outside the office visit creates 
a new, previously impossible, sense of continuity, connec-
tion, and ease of communication (ibid.). Another shift is “in-
time” data collection with wearables and sensors—for heart 
rate, steps/activity, and other parameters in older adults—is 
known as ecological momentary assessment (EMA) yields 
more valid, reliable, and meaningful data [32]—this empow-
ers clinician decision-making (e.g., mood and medication 
management). To use that data, though, mobile health, video, 
social media, and other technologies have to be integrated into 
the clinical workflow —this requires administrative planning, 
training, and faculty development [33].

Competencies for Video and Other Technologies

As new generations adapt smartphones, social media, and 
other technologies, they have more personal technology 

experience than their teachers [33]. Many professionals 
may not consider asynchronous or store-and-forward tech-
nologies like mobile health and social media as a part of 
care, but patients do [29]. To keep up with society’s use of 
technology and to ensure quality care, clinicians need skills 
(i.e., competencies), knowledge, and attitudes for synchro-
nous and asynchronous technologies [30, 34]. Competency-
based education focuses on clinical skill development in 
addition to knowledge acquisition. Competencies dovetail 
with lifelong learning as a part of ongoing practice, but 
clinicians are pushed toward quality care for many other 
reasons. Clinical experience—propelled forward by COVID-
19—appears to predict interest and level of concerns. Per-
haps, conservatively a dose of 1–5 h is needed to debunk 
preliminary questions/concerns or 6–10 + h to gain skills 
[35]. Competencies for video and other technologies have 
been organized into the six Accreditation Council of Gradu-
ate Medical Education (ACGME) domains [36], which are 
Patient Care, Medical Knowledge, System-Based Practice, 
Professionalism, Practice-Based Learning and Improvement, 
and Interpersonal and Communication Skills. Using the 
ACGME domains but in the specific area of mobile health, 
the Patient Care competency mainly includes history taking, 
engagement and interpersonal skills, assessment, and man-
agement. It also includes administration, documentation, and 
medico-legal issues such as privacy, confidentiality, safety, 
data protection/integrity, and security. In general, clinicians 
should help patients and trainees reflect on the pros/cons of 
mobile phones, apps, and other eMH applications. A com-
petent/proficient clinician selects the eMH option based on 
patient preference, skill, and need (i.e., purpose) so that 
patient and clinician decisions in-time are enhanced. It is 
helpful to know if the patient uses e.g. videoconferencing, 
apps, or texts for personal life, health care, and/or behavioral 
health care, and if the patient is aware of risks (e.g., privacy, 
security).

Virtual Hybrid Provider‑Patient Relationships in e‑Mental 
Health

Over the past decade, the concept of hybrid psychiatrist/
provider-patient relationships has emerged [37]. With the 
increasing use of technology in medicine and psychiatry, 
the provider-patient relationship is now managed across 
multiple settings and platforms including in-person, vide-
oconferencing, patient portals, mobile devices, websites, 
and social networks. Providers need to be able to effec-
tively work with an individual patient across these set-
tings with and appreciation of the strengths, challenges, 
nuances, and need for adapting clinical styles and pro-
cesses to best fit an individual patient’s circumstances, 
problems, and environment [38]. The trend to work with 
patients in hybrid manners was greatly accelerated by the 
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COVID pandemic, necessitating individual providers to 
increase their mastery of hybrid relationships as well as 
provide an impetus for the field to gain a deeper under-
standing of the utility and impact on provider-patient rela-
tionships of commonly used technology.

Technology may change the nature of interaction for 
participants and communication related to the exchange of 
information, clarity, responsiveness, and comfort [33]. The 
goal with technology is to simulate real-time experiences 
related to feelings, perception, images, and interaction. Tel-
epsychiatry, practiced via standardized, remote control, i.e., 
pan-tilt zoom video equipment, is closest to the “golden 
standard” for personal consultations. Even low-cost, video-
platform-based telepsychiatry facilitates engagement and a 
“social presence.” Ultimately, the goal via any modality is to 
create an environment that facilitates the therapeutic engage-
ment and emotional well-being for all parties [34].

Telemedicine Psychiatric Systems

Global consensus and national policies have emphasized 
deinstitutionalization, or a shift in providing mental health 
care from institutional to community settings. The integra-
tion of psychiatry with somatic medicine and the develop-
ment of a community psychiatry requires the organization 
and creation of a complex and coordinated care system, 
including primary care, specialized mental health care, 
crisis management services, housing programs, inpatient 
units, and centers running a specialized treatment program 
and supervising this system and consulting them clinical 
academic centers [11]. This creates great opportunities to 
introduce innovative technologies in the form of telemedi-
cine systems coordinating the operation of a multi-module 
care system. Such a telemedicine system may include other 
mobile medical applications that enable screening diagno-
sis, early diagnosis, cognitive training, video education, and 
digital forms of treatment with the use of virtual reality, 
augmented reality, and applications for relaxation or phono-
therapy [39, 40]. Such systems can automatically accelerate 
patient care by monitoring symptoms and processing them 
through algorithms that prioritize patients with more severe 
mental health problems [11, 41].

(e‑)Mental Health Care and Future Directions 
of Global Mental Health Care

We must recognize that the global COVID-19 pandemic will 
most likely be followed by a secondary pandemic of mental 
and behavioral illness and we need to implement steps to 
mitigate the impact of COVID on global mental health [42]. 
With the widespread workforce shortage of psychiatrists and 

mental health providers prior to COVID-19, it is imperative 
to discuss how the mental healthcare systems will manage 
future unprecedented events. One way that mental health-
care providers can accommodate an increasing demand for 
mental health services is through the increased use of eMH 
within and across national borders. Increasing the use and 
availability of eMH applications and online resources is 
one way in which we can prepare for the growing demand 
for psychiatric services during and after the pandemic. As 
45% of the world’s population has access to 1 psychiatrist 
for every 100,000 people, and 50% of the population has 
a smartphone, the potential of providing psychiatric care 
through mobile applications is significant, especially with 
an emphasis on population health-based approaches [43]. 
Increased adoption, competencies, and investments in digital 
health today lay the groundwork of increased access and use 
of mental health care of the future [44].

However, in this exciting era of innovation and the adop-
tion of new technologies in mental health care, many ten-
sions have arisen including those of innovation vs regu-
lation, access vs evidence, monetization vs privacy, and 
pragmatism vs rigor. COVID-19 has resulted in a loosening 
of regulations impacting e-mental health, which has allowed 
easier access to care. These rules often well-intentioned can 
create barriers and limit access to care. Overall, the benefits 
of access outweigh many of the concerns of technology in 
mental health care that the regulations have attempted to 
address. Patients, providers, and many health systems for 
sure do not want to go back to pre-COVID circumstances 
but it is unclear what the right balance between in-person 
and e-mental health treatment is and what the optimal bal-
ance of hybrid relationships is. Ultimately, the solution is 
one that prioritizes the individual patient’s needs taking into 
account the context of their environment and treatment sys-
tems. The following actors play a crucial for the future of 
(e)-mental health care:

1. Patients are the ones who have the most stake in the 
tools used for their treatments and have individual medi-
ated levels of comfort and access with technologies that 
impact their ability to engage in e-mental health

2. Clinicians are the ones who use the technology and 
require a good understanding of available technology’s 
capabilities and the relevant competencies to use these 
in treatment.

3. Health systems provide the structure and environments 
for clinical engagement and drive the decision on which 
tools are used and require appropriate information (e.g., 
evidence, ROI) to make systemwide decisions.

4. Decision-makers need to coordinate at the national and 
global levels to facilitate implementation, collaboration, 
and engagement in eMH (e.g., exchange of expertise and 
resources across national borders).
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Globalization of eMH

In order to prepare for future unprecedented events (i.e., 
pandemics and/or natural disasters), one of the main goals 
now should be to create national as well as international, 
multilingual medical platforms and processes that facilitate 
access to medical services [45]. This requires consideration 
of telemedicine as an integral part of the healthcare sys-
tem and the creation of telemedicine systems that integrate 
different medical specialties and provide interoperability to 
their users—both healthcare professionals and patients.

eMH is unfortunately still an underrepresented topic glob-
ally and plays a minor to moderate role in (national) mental 
health policies. Globally, the main limiting factors on the sus-
tainable implementation of telemedicine are infrastructure, 
costs, lack of digital literacy, and staff resistance to change 
[45, 46]. There are current significant barriers to global col-
laboration which include the global regulation of the use of 
various eMH applications not only within national borders 
but largely across national borders. The analysis of the cur-
rent development of eMH in the world indicates the need to 
create an international framework and uniform standards for 
telemedicine that are currently lacking. “Transnational Policy 
for e-Mental Health,” a guidance document published last 
year, aimed to foster the potential for adoption and implemen-
tation of eMH solutions throughout Europe [47].

There has been a steady increase in global migration and 
immigration as people are now moving further, faster, and in 
greater numbers than ever before propelled on by a number 
of interacting and complex factors including conflict, eco-
nomics, and education [48]. Many of migrants and immi-
grants who have a potential need for mental health assis-
tance can benefit from technology that knows no borders 
[49]. Unfortunately, current local licensure regulations are 
still an obstacle to international collaboration and expan-
sion of the scope of digital services. Concerns related to 
e.g. telepsychiatry are primarily based on rules regarding 
the patient’s location and the professional’s, respectively. It 
is common that the patient cannot be treated if not located 
within the same country boundaries as the professional. 
The World Psychiatric Organization (WPA) recently took 
specific steps in support of “telepsychiatry globalization” 
publishing the first global guidelines, aimed at promoting 
and facilitating telepsychiatry services capable of provid-
ing remote consultations across national borders [50]. The 
document refers, among other things, to an interesting devel-
opment in Greece where the majority of telepsychiatry con-
sultations are stored using cloud technology. In Greece, the 
consultation adheres to the rules and regulations valid in the 
country where the”cloud server” is located. Accordingly, 
the telepsychiatry provider must be certified in the country 
where the cloud server is located, i.e., not where the patient 

is located. Although this can present some challenges around 
service location, the conceptualization of the visit with the 
doctor “up in the cloud” addresses some of the challenges of 
needing to be licensed where a patient is physically located 
at the time of a clinical session. This change could serve as a 
template for others to change/modify existing jurisdictional 
regulations.

The increased need for just-in-time information about 
both the technical aspects, implemenation, and effectiveness 
of e-mental health is vital in helping the key actors make 
appropriate decisions and planning for e-mental health. Our 
current models of research and development and information 
dissemination were not keeping paced and were not designed 
for an era of rapid technological change that has which has 
accelerated even more during the COVID pandemic. Only 
about half of evidence-based practice ever achieve wide-
spread dissemination in health care taking an average of 
17 years to be incorporated into routine practice [51]. There 
is an urgent need to develop new R&D models that can more 
rapidly evaluate eMH applications and services including 
critical lessons currently being learned during the COVID 
pandemic.

Addressing these regulatory, policy, and evaluation chal-
lenges could have significant benefits for global e-mental 
health for:

1. Patients. The ability to reach out to providers in other 
countries who have more availability and cultural under-
standing of their backgrounds reduces waiting times 
and travel. For those patients who work, study, or travel 
abroad, the opportunity to maintain continuity in care 
despite distance will be greatly appreciated. The cur-
rent EU refugee crisis is perfectly positioned to benefit 
from an international network of bilingual experts aimed 
at assessing and/or treating refugees and migrants via 
telepsychiatry without the use of interpreters, i.e., via 
mother tongue.

2. Clinicians. Availability of timely qualified “second 
opinion” from colleagues with a relevant cultural and 
linguistic background regarding assessment and/or treat-
ment of ethnic minorities with limited language pro-
ficiency. Furthermore, international expertise may be 
brought via telepsychiatry to local health workers as a 
part of education, supervision, and scientific collabora-
tion.

3. Health systems. Increase their quality of care and address 
greater potential health through improving access to care 
in mental health systems.

4. For decision-makers. Raise the quality of national health 
care, be better prepared to respond to future “unprec-
edented events,” and widen participation in the global 
community.

86   Page 6 of 9 Current Psychiatry Reports (2021) 23: 86



1 3

Conclusions

The experiences of the COVID-19 pandemic will undoubt-
edly affect and shape the future of (mental) health care glob-
ally. In the face of the pandemic, digital technology-based 
approaches are increasingly being emphasized. This global 
crisis offers the opportunity to advance our understanding of 
how to develop models of “traditional services with modern 
approaches” through digital technologies. Wider understand-
ing and the use of the new technologies allow many mentally 
ill individuals to receive high-quality treatment and care 
that otherwise remain inaccessible. eMH improves access, 
reduces costs, and compliments other care options. Regula-
tory constraints, however, currently pose significant barriers 
to the broader adoption of eMH within and across country 
borders. The collaborative development of global standards 
along with policies and appropriate regulations opens the 
possibility of improved access to care, including the free 
choice of healthcare providers, even across national bounda-
ries. For these reasons, it is important to make a start in 
developing a global perspective for this work in the field of 
eMH. It is partially dependent on policymakers’ insight and 
willingness to act promptly. Efforts such as the WPA’s “Tel-
epsychiatry Global Guidelines” along with “Transnational 
Policy for e-Mental Health” can pave the way for improved 
international cooperation. These can provide an example for 
decision-makers to inspire steps towards unifying rules and 
global regulations for the entire eMH spectrum in order to 
break down the barriers of accessibility. Reaching a com-
mon understanding of the appropriate standards, policies, 
and medico-legal requirements for the use of eMH, while 
considering its constant technological and methodological 
upgrading, is likely to make a crucial contribution to reduc-
ing global disparity in access to care. Additional obstacles 
related to lack of expertise and/or a lack of clinical experi-
ence can be addressed by making sure clinicians and systems 
have the tools and information with appropriate training and 
guidance related to the selection of video tools as well as 
their proper use. Limitation drives innovation. Identifying 
the problem is the first step towards the solution. The Global 
Community must act more aggressively to improve access 
to qualified care for those who are most vulnerable in these 
very challenging times.
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